below the age of 15. The V.D. services THE PAST Venereal disease in almost all its forms has been common in Uganda, as indicated by the earliest medical observations made about a century ago (Foster, 1970) . The Annual Medical Reports of the Uganda Ministry of Health from the earlier part of the 20th century support this; Keane (Uganda, 1921) estimated that about 80 per cent. of the native population had suffered or was suffering from venereal disease in one form or another. This figure appears excessively high; it is probable that the diagnosis of venereal and congenital syphilis was overused (Davis, 1956;  Muwazi, Trowell, and Davies, 1947) . Nevertheless, venereal disease played an important role in the organization of the medical services in Uganda in the beginning of this century. So rampant were these diseases at the time that the chiefs were 'deeply concerned with regard to the future of their population' in some parts of Uganda (Uganda, 1913) . Syphilis was then declared to be a dangerous disease under the Dangerous Diseases Ordinance (Uganda, 1912) . Compulsory legislative measures for the control of venereal diseases were prepared, only to be allowed to lapse within a few years because there were too many defaulters and too few staff. However, this concern for venereal disease led to the building of a special hospital in (King, 1966) . It is now just over 10/-per head (the recurrent expenditure) and little change is expected over the next 5 years (Uganda, 1972) .
No reliable figures on the incidence of venereal diseases throughout the country are yet available because of the lack of diagnostic facilities and adequately trained staff. But there is evidence that almost all types of sexually transmitted diseases, uncomplicated and complicated, are very common. Over 25 per cent. of the male university students report with a venereal disease of one form or another every year (Arya and Bennett, 1967 (Griffith, 1963) . In males, 389 new cases of urethral stricture were seen and about 250 men were admitted to the Mulago Hospital in the year 1971 (Obonyo, 1972) . Gonococcal ophthalmia neonatorum is not uncommon. In recent surveys in two rural areas gonorrhoea prevalence rates of 1 '12 per cent. and 7 4 per cent. were found after a single examination (Arya and others, in preparation, 1972 ). Another rural area had incidence rates of 2-76 per cent. for gonorrhoea and 0 5 per cent. for early syphilis in 1971 (Ongom, Lwanga, Mugisha, and Mafigiri, 1971) . Table I shows estimated gonorrhoea rates as compared with some other parts of the world. Cases of cardiovascular syphilis are not infrequently seen in the Mulago Hospital Cardiac Clinic as well as at necropsy (Somers, 1972) . In 1969-70, there were 34 new cases of neurosyphilis (mostly G.P.I.) admitted to Butabika Mental Hospital, Kampala (Masawe and German, 1971) . Nongonococcal urethritis is also commonly seen (Arya, 1972a) . Among other sexually transmitted diseases, chancroid and trichomoniasis are particularly common. The existing ecological milieu, comprising prostitution, migrant labour, rapid urban growth, and other contributory socio-economic factors will continue to foster these trends. Uganda now has a reasonable network of health services throughout the country as compared with some other countries in Africa. These are mainly provided by the Government and are organized on a regional and district basis-hospitals being situated in the main towns while health centres, dispensaries, and aid posts"serve the rural areas. Arya and Bosa, 1972; Masawe, Nsibambi, and Lomholt, 1972) ; behavioural studies (Arya and Bennett, 1968; Bennett, 1962 Bennett, , 1964 ; serological studies (Foster and Kerchan, 1966; Masawe, 1970) ; and health education in venereal disease (Arya, 1972b) . A venereal disease laboratory in the Makerere University Medical School, Kampala, has been completed, and medical students are now receiving fairly adequate training in all sexually transmitted diseases. In short, Uganda is now going through a period of 'renaissance' in the campaign against venereal disease.
THE FUTURE
The manpower problem with the present rate of population growth shows little promise of significant improvement in the doctor : population ratio in the near future. This, coupled with economic restraints, implies continued reliance on health centres staffed by medical auxiliaries. The fact that the present methods of venereal disease control (unless very vigorously applied) have failed to produce any significant and lasting impact in most of the developed and rich countries could hardly encourage the poor countries to spend their limited resources on the losing battle against V.D., especially when there are several other serious problems which have been given a higher priority in Uganda. These include malnutrition, killing diseases, such as malaria, tuberculosis, and other communicable diseases, maternity and child health services, and environmental sanitation: all of these need men, money, and materials. However, venereal diseases must come very high in the morbidity list and possibly should rate among the higher priorities. This might at the same time require special consideration to be given to the problem of population growth, especially, as already mentioned, because of the high incidence of sterility considered to be due to gonorrhoea.
Considering these circumstances, one may attempt to project the development of the V.D. services in the foreseeable future. Specialist and all but simple laboratory services will continue to be confined to the capital city of Kampala for some time to come. The bulk of venereal disease patients in the rest of the country will continue to be seen by auxiliaries in the district hospitals and the rural medical units with variable amounts of supervision by doctors within the existing framework. The scope of auxiliaries and rural health centres in the developing countries has been admirably discussed by Maurice King (1966) . The Uganda Government is committed to the provision of a rural health centre in each of the country's 614 districts (Uganda, 1972) as an ultimate goal. Such health centres are particularly suited to the problem of communicable disease control, including venereal disease, because of the kind of staff they have and the emphasis on community activity (including health education and contact tracing). Venereal disease services in health centres and district hospitals can be improved by putting appropriate emphasis on the subject in the curriculum for the training of medical auxiliaries (e.g. medical assistants, health assistants, and other nursing-aids in Uganda) who run the health centres and out-patients departments of the hospitals. To this may be added the training of polyvalent microscopists (including simple diagnostic procedures for the venereal diseases) based on a course similar to the one compiled by Heinze and Galea (1971) ; at least one such microscopist could be stationed in every health centre.
In the district hospitals and in larger towns-the latter having health centres and public clinics provided by the town councils-there is scope for full-time specially trained V.D. auxiliaries. There is a real possibility of setting up facilities to train these V.D. auxiliaries as well as giving postgraduate training in V.D. for doctors in the near future.
Another important facet of the problem is the role of private practitioners in the control of venereal disease in Uganda. They are likely to continue to form the backbone of general curative services in the larger towns for some time to come. It is not known exactly how many cases of venereal disease are treated by them, but there is some evidence that it forms a considerable proportion. The quality of this service is also not known; laboratory facilities are lacking and there is an almost total absence of contact tracing. Without adequate free laboratory and epidemiological services there is little possibility of any significant improvement in the private practitioners' contribution to venereal disease control apart from keeping them informed of the appropriate treatment practices relevant to this country. In conclusion then, unless the diagnostic and treatment facilities can be improved for the whole country including the rural areas, no meaningful progress in venereal disease control can be made at the present time. Above all it must be understood that the development of a good health service is tied up with the economic development of the country, and that this is the most important decisive factor. 'The main determinant of the pattern of medical care in developing countries is poverty, rather than a warm climate. ' (King, 1966 
